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Update: Acquired Immunodeficiency Syndrome 
in the San Francisco Cohort Study, 1978-1985 


Between 1978 and 1980, a cohort of approximately 6,875 homosexual and bisexual men 
who had sought evaluation for sexually transmitted diseases at the San Francisco (California) 
City Clinic was enrolled in a series of studies of the prevalence, incidence, and prevention of 
hepatitis B virus infections (7,2). In 1981, six of the first 10 men reported with acquired im- 
munodeficiency syndrome (AIDS) in San Francisco were discovered to be members of the 
City Clinic cohort. Subsequently, the Department of Public Health and CDC began a study of 
cohort members for AIDS and for infections with human T-lymphotropic virus type Ill/ 
lymphadenopathy-associated virus (HTLV-IlI/LAV), the cause of AIDS. 

In a representative sample of cohort members, prevalence of antibody to HTLV-Ill/LAV, 
measured by an enzyme immunosorbent assay (EIA), increased from 4.5% in 1978 to 67.3% 
in 1984 (3). From January through August 1985, HTLV-IlI/LAV antibody prevalence further 
increased to 73.1% (Figure 1). The number of AIDS cases reported among cohort members in- 
creased from 166 in 1984 to 262 in August 1985 (Figure 2). 

Thirty-one members of the sample who consented to have their earliest specimens tested 
had antibody to HTLV-Ill/LAV at the time they enrolled in studies between 1978-1980. By 
December 1984, two (6.4%) (95% confidence bounds 0.8%-21.4%) had developed AIDS, and 
eight (25.8%) had AIDS-related conditions, as defined elsewhere (3). Symptomatic infections 
with HTLV-IlI/LAV thus had occurred in 10 (32.2%) (95% confidence bounds 16.7%-51.4%) 
of the 31 men after a follow-up period averaging 61 months. No further cases of AIDS have 
been reported in the 29 men through the first 8 months of 1985. 

Sixty members of the cohort who were seronegative in 1984 were tested again in 1985, 
an average of 14 months (range 9-18) after their last specimens were collected; nine (15.0%) 
were found to have developed antibodies to HTLV-Ill/LAV. Five of the nine had reduced their 
numbers of sexual partners since their last visit; two had not changed; and two had increased 
their numbers slightly. Each man who seroconverted had engaged in sexual activities that re- 
sulted in the exchange of semen and other body fluids. Two seroconverters who reported 
sexual exposures with only one steady partner since their last negative test had engaged in re- 
ceptive anal intercourse with ejaculation by their respective partners. 

Men who remained seronegative were not shown to differ significantly in sexual practices 
from those who seroconverted, but the number of seroconverters available for comparison is 
small. 


U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES / PUBLIC HEALTH SERVICE 





574 MAW September 27, 1985 
AIDS — Continued 
Reported by D Echenberg, MD, G Rutherford, MD, P O'Malley, T Bodecker, San Francisco Dept of Public 
Health; AIDS Br, Div of Viral Diseases, Center for infectious Diseases, CDC. 
Editorial Note: The cumulative incidence of AIDS in City Clinic cohort members is now 
3,825 per 100,000, the highest of any reported population (4,5). Almost three-quarters of 
cohort members now have serologic evidence of HTLV-Ili/LAV infections. The long-term prog- 
noses for these men is unknown. The fact that two-thirds of men infected for over 5 years 
have not developed AIDS or AiDS-related iliness is an encouraging indication that infection 
with this virus is not necessarily followed by rapid development of symptoms and death. 
Studies from New York City, San Francisco, and elsewhere suggest that many gay men 
have changed their sexual lifestyles (5). Between 1980 and 1983, rates of rectal and pharyn- 
geal gonorrhea in men in Manhattan decreased 59% (6). Surveys of self-reported behavior of 
gay men in San Francisco have shown decreases in both the average number of sexual part- 
ners and sexual practices known to transmit HTLV-Ili/LAV infection (7,8). However, as the 
prevalence of HTLV-lll/LAV infection in a population increases, substantial changes in both 
the numbers of sexual partners and types of sexual practices will be necessary to reduce the 
risk that susceptible gay men may become infected. 
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FIGURE 1. Human T-lymphotropic virus type IlI/lymphadenopath y-associated virus infec- 
tions in City Clinic cohort, by year specimen collected — San Francisco, California, 
1978-1985 
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FIGURE 2. Acquired immunodeficiency syndrome among members of City Clinic cohort, 
by 6-month period of report — San Francisco, California, 1981-1985°* 
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“Incomplete data for second half of 1985. 


Epidemiologic Notes and Reports 





Update: Evaluation of Human T-Lymphotropic Virus Type III/ 
Lymphadenopathy-Associated Virus Infection 
in Health-Care Personnel — United States 


The occurrence of the acquired immunodeficiency syndrome (AIDS) in intravenous (IV) 
drug users, blood transfusion recipients, and persons with hemophilia indicates that parenteral 
transmission of human T-lymphotropic virus type Ill/lymphadenopathy-associated virus 
(HTLV-III/LAV) occurs via infectious blood or blood products (7). Currently available practices 
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have nearly eliminated these risks for transfusion recipients and persons with hemophilia (2,3). 
Because health-care personne! may be inadvertently exposed to the blood of AIDS patients, 
several studies have been conducted to determine the prevalence of HTLV-IlI/LAV antibodies 
in health-care personnel who have cared for these patients (4-70). Combining published re- 
sults with data reported to CDC shows that, to date, 1,758 health-care workers participating 
in such studies have been tested for antibodies to HTLV-Ill. Twenty-six (1.5%) were seroposi- 
tive, and all but three of these persons belonged to groups recognized to be at increased risk 
for AIDS. Epidemiologic information is not available for one of these three health-care workers 
who was tested anonymously. Because of the high level of interest in these studies and in the 
potential for occupational transmission of HTLV-IlI/LAV through parenteral and mucosal 
routes, the case histories for these two health-care workers are reported below. 

Patient 1. A female health-care worker was tested for serum antibodies to HTLV-Ill in 
November 1984 as part of a study of hospital personnel. She had sustained accidental nee- 
diestick injuries in November 1983 and March 1984 (12 months and 8 months before) while 
drawing blood from patients with AIDS . At the time of enrollment in the study, serum anti- 
bodies to HTLV-Ill were detected by enzyme immunoassay (EIA) and Western blot techniques. 
No serum obtained before or within 12 months after the needlesticks was available for test- 
ing. She was in good health until June 1984, when she developed mild but persistent lym- 
phadenopathy, most marked in the axilla. Beginning in August 1984, she experienced inter- 
mittent diarrhea. When interviewed by a physician, the patient denied IV drug use or blood 
transfusions and reported being heterosexually monogamous since 1981. Her long-term sex 
partner denied homosexual activity, |V drug use, or other known risk factors when interviewed 
separately. Although repeatedly antibody negative by EIA and Western blot methods over an 
8-month period, HTLV-II was recovered from his peripheral lymphocytes in April 1985 but 
could not be recovered from lymphocytes obtained several months later. 

Patient 2. A male laboratory worker was discovered to be lymphopenic after he volun- 
teered to be tested in conjunction with a study in April 1985. At that time, he had serum an- 
tibodies to HTLV-lll by EIA and Western blot methods. No previous blood samples were 
available for testing. As part of his job, he processed platelets pooled from individual donors 
for transfusion. In December 1983, he sustained an accidental cut on the hand while proces- 
sing blood from a patient with leukemia. He also sustained an accidental needlestick injury in 
August 1984 while processing a unit of pooled platelets. Both incidents resulted in parenteral 
exposure to blood from other persons. It is not known whether any of the individual platelet 
donors or the patient with leukemia had HTLV-lil infection. The health-care worker is asymp- 
tomatic, although he had transient cervical lymphadenopathy during early 1985. HTLV-Ill 
was recovered from his peripheral blood lymphocytes in September 1985. During three inde- 
pendent interviews, he denied any homosexual activity, IV drug use, foreign travel, or blood 
transfusions. He described himself as heterosexual and was not aware that any of his approxi- 
mately 12 lifetime sex partners had AIDS or were at increased risk for HTLV-III/LAV infection. 
Reported by J Nadler, MD, S Landesman, MD, D Rechtman, MD, S Holman, MS, New York City, New 
York; J Groopman, MD, Boston, G Seage, MPH, Boston Dept of Health and Hospitals, G Grady, MD, 
Massachusetts Dept of Health; J Gerberding, MD, San Francisco, California; Environmental Epidemiology 
Br, Laboratory of Tumor Cell Biology, National Cancer Institute, National Institutes of Health; Hospital In- 
fections Program, AIDS Br, Div of Viral Diseases, Center for infectious Diseases, CDC. 

Editorial Note: These two health-care workers probably represent occupational transmis- 
sion of HTLV-III/LAV due to parenteral exposure, although in neither was a preexposure 
serum sample available to date the onset of infection. Although not reported during investiga- 
tions of these two cases, it is difficult to totally assure that additional risk factors for AIDS 
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were absent. For purposes of epidemiologic surveillance, a case of occupationally acquired 
HTLV-Ill/LAV infection should ideally include all the following features: a worker with no iden- 
tifiable risk factors for AIDS whose serum, obtained within several days of the date of a possi- 
ble occupational exposure, is negative for antibody to HTLV-III/LAV but whose follow-up 
serum, in absence of interim exposure to other risk factors, is positive for antibody to HTLV- 
lll/LAV. The two cases reported here do not fully meet these ideal criteria. However, there is 
one published report from England of a nurse who developed HTLV-Ill/LAV antibody following 
an accidental needlestick injury (77). Her serum was negative for antibody to HTLV-Ill/LAV at 
the time of exposure. This nurse reportedly had none of the recognized risk factors for AIDS 
and was asymptomatic at the time the report was published. 

The two cases reported here represent the only known evidence of probable occupational 
transmission of HTLV-Ili/LAV in the United States. This confirms that the risk of transmission 
of HTLV-III/LAV infection to health-care workers from patients is extremely low (4-70). 
HTLV-Ill/LAV infections appear to be much less transmissible through needlesticks than 
hepatitis B; nearly 26% of persons comparably exposed to a hepatitis B surface antigen- 
positive patient develop infection (72). Nonetheless, personnel should follow recommenda- 
tions designed to minimize the risk of exposure to parenteral or mucosal (e.g., blood spatter 
on conjunctiva) contact with potentially infectious materials from patients with AIDS or sus- 
pected AIDS (73,74). 

Epidemiologic studies of needlestick injuries in hospital personnel indicate that over 40% 
of the accidents are potentially preventable if recommended precautions are followed when 
handling used needles or other sharp objects (6). Educational programs to familiarize health- 
care workers with the basic practices in infection control are essential to the prevention of 
AIDS and other infections. Health-care workers and others should become familiar with and 
follow recommended precautions when handling specimens, secretions, and excretions from 
persons known to be infected with HTLV-Ili/LAV. Health-care personnel whose serum is posi- 
tive for HTLV-III/LAV antibody should follow the precautions that have been published for 
health-care workers with AIDS (75). 
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TABLE |. Summary—cases of specified notifiable diseases, United States 





38th Week Ending Cumulative, 38th Week Ending 


Sept. 21. Sept. 22 Median Sept. 21 Sept. 22 Median 
1985 1984 1980-1984 1985 1984 1980-1984 











Acquired immunodeficiency Syndrome (AIDS) 151 96 N 5.604 2.940 N 
Aseptic meningitis 312 6,183 5.350 6,102 
Encephalitis: Prumary (arthropod-borne 
& unspec ) 780 766 1,022 
Post-infectious 2 2 2 98 91 75 

Gonorrhea: Civilian . , 609.970 602.602 696,707 
Mibtary 4) 13,398 15,754 19,771 

Hepatitis: Type A 15,906 15,083 16.360 
15,623 


N 
6.283 
N 


Legronetios:s 

Leprosy 

Malana 

Measies: Total” 

indigenous 
imported 

Meningococcal infections: Total 
Crvihan 
Mibtary 

Mumps 

Pertussis 109 1.978 

Rubetia (German measies) 6 551 

Syphilis (Prumary & Secondary): Crvihan 477 18,348 

Miltary 3 107 

Toxic Shock syndrome 2 266 

Tuberculosis 394 15.431 

Tularerma 5 119 

Typhoid fever 8 255 

Typhus fever, tick-borne (RMSF) 37 30 30 565 

Rabies. anual 111 110 127 3.869 








TABLE Il. Notifiable diseases of low frequency, United States 








Cum. 1985 Cum. 1985 
Anthrax - Leptospirosis (Mich 1) 27 
Botulism: Foodborne ‘Miss. 1, Wash. 2, Calif. 1) Plague 11 
infant Poliomyelitis: Total 3 
Other Paralytic 3 
Brucellosis (Tex. 2, idaho 1) Psittacosis (Mich. 1, Del. 1, Tex. 1) 84 
Cholera Rabies, human - 
Congenital rubella syndrome Tetanus (Ark. 1) 47 
Congenital syphilis, ages < 1 year Trichinosis 50 
Diphthena 1 Typhus fever, flea-borne (endemic, murine) (Va. 1) 19 














*One of the 15 reported cases for this week was imported from a foreign country or can be directly traceable to a known internationally im- 
ported case within two generations 
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TABLE I1!. Cases of specified notifiable diseases, United States, weeks ending 
September 21, 1985 and September 22, 1984 (38th Week) 
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TABLE II1. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
September 21, 1985 and September 22, 1984 (38th Week) 
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TABLE II1. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
September 21, 1985 and September 22, 1984 (38th Week) 
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TABLE IV. Deaths in 121 U.S. cities,” week ending 
September 21, 1985 (38th Week) 





All Causes. By Age (Years) 
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"Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 or 
more A death is reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not included 
** Pneumonia and influenza 
t Because of changes in reporting methods in these 3 Pennsylvania cities. these numbers are partial counts for the current week Complete 
counts will be available in 4 to 6 weeks 
ttTotal includes unknown 
§ Data not available Figures are estimates based on average of past 4 weeks 
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International Notes 





Update: Acquired Immunodeficiency Syndrome — Europe 


As of June 30, 1985, 1,226 cases of acquired immunodeficiency syndrome (AIDS) have 
been reported to the World Health Organization (WHO) European Collaborating Centre on 
AIDS (Table 1). Two hundred eighty-five new cases were reported by 17 countries that were 
corresponding with the Centre by March 31, 1985 (7). The new cases represent an average 
increase of 22 cases per week. 

The greatest increases in numbers of cases were observed in: France—85 new cases (six 
to seven per week); Federal Republic of Germany — 58 (four to five per week), and the United 
Kingdom — 36 (two to three per week). In each of four countries (Belgium, Netherlands, Spain, 
and Switzerland), an increase of one case per week was noted. In Italy, the number of reported 
cases has more than doubled since March 1985 (30 new cases) because of better contact be- 
tween clinicians and the national reporting center. For the other 10 countries, zero to seven 
new cases were reported between March and June. 

AIDS cases per million population were calculated using 1985 population estimates (insti- 
tut National d'Etudes Démographiques, Paris). The highest rates were noted in: 
Switzerland—9.7; Denmark—9.4; and France—7.0. These rates are low compared to the 
U.S. rate of 48.4 (2). The rate reported from Belgium must be interpreted in a unique context, 
as 74% of cases in Belgium originate from Africa. 

The number of cases reported by the 10 countries that collaborated with the Centre in July 
1984 (Denmark, Federal Republic of Germany, France, Greece, Italy, Netherlands, Spain, 
Sweden, Switzerland, and United Kingdom) increased from 421 cases as of July 15, 1984 (3) 


TABLE 1. Reported acquired immunodeficiency syndrome cases and estimated rates per 
million population — 18 European countries, July 1, 1984-June 30, 1985 





Country July 1984 Dec. 1984 March 1985 June 1985 Rates* 


Austria - 13 13 18 2.4 
Belgium - 65 81 99 10.0 
Czechoslovakia - 0 0 0 0.0 
Denmark 34 41 48 9.4 
Federal Republic 

of Germany 135 162 220 3.6 
Finland 5 5 6 1.2 
France 260 307 392 7.0 
Greece 6 7 0.9 
Iceland 18) 0 0.0 
Italy 14 22 0.9 
Luxembourg - - - 2.5 
Netherlands 52 4.6 
Norway - 8 2.6 
Poland 0 0.0 
Spain 29 1.0 
Sweden 22 3.3 
Switzerland 51 9.7 
United Kingdom 3.1 





Total 421 940 





*Per million population based on 1985 populations. 
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to 1.090 cases on July 30, 1985. This is an increase of 160% in 1 year. The number of cases 
reported from these 10 countries has doubled in the last 8 months. 

A total of 626 deaths were reported for 1,226 cases (case-fatality rate: 51%) (Table 2). 
Seven hundred ninety-five patients (65%) presented with one or more opportunistic infec- 
tions; 245 (20%) had Kaposi's sarcoma (KS) alone; and 171 (14%) had opportunistic infec- 
tions with KS. The category, “Other” (15 cases), includes four cases of progressive multifocal 
leukoencephalopathy (France—three; Denmark—one), four cases of cerebral lymphoma 
(United Kingdom — two; France—one, and Switzerland— one), one case of Burkitt's lymphoma 
of the brain; five cases of B-cell non-Hodgkin's lymphoma (Federal Republic of 
Germany — three; Netherlands— two), and one unknown (Sweden). 

Males accounted for 91% of the cases (Table 3). The sex ratio was 11:1. Forty-two per- 
cent of cases occurred in the 30- to 39-year age group. Twenty-nine pediatric cases (children 
under 15 years old) have been reported in 10 European countries. Eighteen children either had 
parents with AIDS or parents who were in a group at high risk for AIDS; for eight pediatric pa- 
tients (four with hemophilia and four with blood transfusions), transmission was due to con- 
taminated blood or blood products. In four of the pediatric patients, no risk factor was 
reported. 

Total cases were distributed geographically and by risk group as follows (Table 4): 





TABLE 2. Acquired i deficiency syndrome cases and number of deaths, by disease 
category — 18 European countries,* through June 30, 1985 





Disease category Cases (%) Deaths (%) 


Opportunistic infection 795 (65) 444 (56) 
Kaposi's sarcoma 245 = (20) 64 (26) 
Opportunistic infection 

and Kaposi's sarcoma 171 ~=—-(14) 108 (63) 
Other 15 (1) 10 (67) 





Total 1.226 (100) 626 (51) 


“Austria, Beigium, Czechoslovakia, Denmark, Finland, France, Federal Republic of Germany, Greece, Ice- 
land, Italy, Luxembourg, Netherlands, Norway, Poland, Spain, Sweden, Switzerland, and United Kingdom 








TABLE 3. Acquired i deficiency syndrome cases, by age group and sex — 18 Euro- 
pean countries, through June 30, 1985 





Total 
Age group Males Females Unknown No. (%) 





0-11 mos 6 6 72 (1.0) 

1-4 yrs 6 5 11 (1.0) 
5-9 yrs 2 1 4 (0.3) 
10-14 yrs 3 3 (0.2) 
15-19 yrs 5 5 (0.4) 
20-29 yrs 207 45 252 (20.6) 
30-39 yrs 490 28 518 (42.3) 
40-49 yrs 295 11 306 (25.0) 
50-59 yrs 83 8 91 (7.4) 
= 60 yrs 12 1 13 (1.1) 
Unknown 11 11 (1.0) 


Total 1,120 : -226 (100.0) 
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Europeans*: 1,011 cases (82% of total). Nine hundred seventy-six (97%) patients were 
living in Europe before onset of the first symptoms; 35 (3%) were living in non-European coun- 
tries: Zaire—11; United States— 10; Haiti—two; and one each in Bermuda, Burundi, Congo, 
Gabon, Ghana, Malaysia, Nicaragua, South Africa, Togo, and Venezuela; the country of resi- 
dence was not specified for two of the 35 patients. 

Caribbeans: 36 (3%). Thirty-four patients were living in Europe before the onset of the 
first symptoms: 30 Haitians were diagnosed in France; and one, in Belgium; one Dominican 
and one Jamaican were living in the United Kingdom; one patient of unspecified origin was 
living in Switzerland. Two Haitian patients diagnosed in France were living in Haiti. 

Africans: 141 (12%). These persons were diagnosed in seven European countries and orig- 
inated from 21 African countries (62% from Zaire and 10% from the Congo). Among the re- 
maining 19 countries, the number of cases varied from one to five. One patient was of un- 
known national origin. Seventy-five patients (53%) were living in Europe before onset of the 
first symptoms. Sixty-one resided in Africa, and one, in the United States. Two patients from 
Zaire and one each from Burundi and Rwanda were living in other parts of the world. 

Other origins: 38 cases (3%). Most of these patients originated from the American conti- 
nents: United States—19; Canada—one; Argentina—three; Brazil—three; and one each 
from Chili, Nicaragua, Peru, and Uruguay. One patient each originated from Australia, Leba- 
non, Pakistan, Thailand, and Turkey; the origins of three were unknown. Thirteen of these pa- 
tients were not living in Europe before the onset of the first symptoms (United States— 10; 
Africa— one; unknown— two). 

Among the 1,011 European patients, 809 (80%) were homosexual or bisexual (Table 4). 
Forty-eight (5%) patients were IV drug abusers, and 15 (1%), both homosexual and drug abus- 
ers. These 63 cases were diagnosed in: Italy—19; Spain—16, Federal Republic of 


Germany—12; France—eight; Switzerland—three; Austria—two; United Kingdom—two; 
and Sweden— one. Thirty-eight (4%) of the reported patients had hemophilia and were diag- 
nosed in: Federal Republic of Germany—16; Spain—eight; United Kingdom—six; 


*The word European refers to patients originating from one of the countries belonging to the WHO Euro- 
pean region 


TABLE 4. Acquired immunodeficiency syndrome cases, by patient risk group and 
geographic origin — 18 European countries, through June 30, 1985 





Origin 
Caribbean Total 
Patient risk group Europe Islands Africa No. (%) 








1. Male homosexual or 
bisexual 809 853 (70) 
\.V. drug abuser 48 48 (4) 
Hemophilia patient 38 39 (3) 
Transfusion recipient 
(without other risk 
factors) 20 - 25 (2) 
1- and 2-associated 15 1 18 (1) 
No known risk factor 
males 49 76 149 (12) 
females 25 36 70 (6) 
Unknown 7 13 24 (2) 


Total 1,011 (82%) 36 (3%) 141 (12%) 38 (3%) 1,226 (100) 
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France—three; and one each in Austria, Greece, Italy, Norway, and Sweden. One German 
hemophilia patient was reported as being homosexual and a drug abuser. For 20 patients 
(2%), the only risk factor found was blood transfusion. These cases were diagnosed in: 
France—12; Belgium and Netherlands—three each; and Federal Republic of Germany and 
United Kingdom — one each. Amony these 20 cases, five had received blood transfusions out- 
side Europe: one diagnosed in the Netherlands had undergone heart surgery in the United 
States; one diagnosed in France had received blood transfusions in Haiti and Martinique; and 
two diagnosed in Belgium had received transfusions in Zaire. One child diagnosed in the 
United Kingdom had received a blood transfusion in the United States. For 74 patients (7%), 
no risk factor was found (sex ratio 2:1). Risk factor information was not obtained for seven 
patients. 

Among the 36 Caribbean patients, four were homosexual, and no risk factors were identi- 
fied for 31 (sex ratio 3:1). Risk factor information was not obtained in one case. 

Among the 141 Africans, 10 were homosexuals; five had received blood transfusions; 
and one was both homosexual and an IV drug abuser. No risk factors were identified for 112 
(sex ratio 2:1); and for 13, information was not obtained. 

Among the 38 patients of other origins, 30 were homosexual; two, both homosexual and 
IV drug abusers (one Canadian diagnosed in the United Kingdom and one in Sweden); two did 
not present risk factors. Information was not obtained in three cases. 

It is not possible to compare precisely the situations in the various European countries be- 
cause of differences that may exist in the methods of data collection at national levels of sur- 
veillance. Furthermore, in countries where AIDS is still rare, distribution of case patients by 
risk group may be modified as the number of cases increases. However, by examining current 
risk group distributions, the following observations can be made: 

Male homosexuals. AIDS patients belonging to this risk group account for 60%- 100% of 
the total number of cases in 11 of 15 countries. In four other countries (Belgium, Greece, Italy, 
Spain), male homosexuals account for fewer than 50% of cases. 

Patients not belonging to any identified risk group. Among European countries this 
group contributes the second largest number of cases. This situation is accentuated in four 
countries (Belgium, France, Greece, and Switzerland), since a high proportion of patients origi- 
nate from regions where AIDS has developed outside the principal risk groups (in Belgium, 
74% of the patients originate from Equatorial Africa; in France, 13% originate from the same 
region, and 8% from Haiti; in Switzerland 13% originate from Equatorial Africa). 

IV drug abusers. Of the nine countries reporting cases among IV drug abusers, two have a 
high proportion in this risk group: Spain— 16 (42%) of 38 cases; Italy— 19 (37%) of 52. The 
spread of AIDS in Europe has been particularly marked in this group. In July 1984, only Spain 
(three cases) and Federal Republic of Germany (two cases) had reported cases among IV drug 
abusers 

Cases related to transfusion of blood and biood products. Nine countries have reported 
AIDS among hemophilia patients, and five have reported cases among blood transfusion recip- 
ients. Although the first known cases among hemophilia patients in Europe might be related to 
the importation of factor Vill concentrate from the United States, the development of cases 
among transfusion recipients shows that AIDS transmission from European national blood pro- 
duction networks has become a public health problem. Most European countries have or short- 
ly will set up systemic screening programs in blood donor centers. 

The number of cases diagnosed between January and June 1985 must be considered as 
provisional because of the time required for reports to reach national surveillance centers. By 
June 30, 1985, 55% of patients diagnosed between January and June 1984 had died (Figure 3). 
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Surveillance of AIDS in Europe began in 1982; data obtained before 1982 cannot be 
included in the present surveillance data because of an unknown proportion of patients lost to 
follow-up. 

Preliminary incidence rates for AIDS in the first 6 months of 1985 ranged from 0.3 cases 
per million population (Spain, United Kingdom) to about three cases per million (Denmark, 
Switzerland) (Figure 4). Incidence rates calculated from December 1984 data (4) showed 
that 6-monthly incidence rates increased constantly in only six countries: Denmark, France, 
Federal Republic of Germany, Netherlands, Switzerland, and United Kingdom. Six months 
later, the situation changed distinctly—incidence rates increased in all countries that have 
reported cases. 

The spread of AIDS in Europe has accelerated since the beginning of 1985. During 1984, 
an average of about 10 cases were diagnosed each week in Europe. The average number of 
new cases per week for the 3-month periods ending December 31, 1984, March 31, 1985, 
and June 30, 1985, were 11, 14, and 22 new cases, respectively. Although 65% of the cases 
have been reported in three countries (France, Federal Republic of Germany, and United King- 
dom), an increase has been noted in most of the countries participating in the surveillance of 
AIDS. In the three countries, distribution by risk group is similar to that observed in the United 
States. All identified risk groups are represented; male homosexuals are the most affected. In 
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FIGURE 3. Acquired i deficiency syndrome cases and number of deaths, b 
6-month period of diagnosis — 18 European countries,” January 1, 1981-June 30, 1985 





1985 § 


“Austria, Belgium, Czechoslovakia, Denmark, Federal Republic of Germany, Finland, France, Greece, Ice- 
land, Italy, Luxembourg, Netherlands, Norway, Poland, Spain, Sweden, Switzerland, and United Kingdom 
tBefore 1981, 20 cases, including 12 deaths, were reported. 


January-June 1985. An additional 12 cases (four deaths) with unknown dates of diagnosis were also 
reported. 
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other countries, distribution varies, and only certain groups are currently affected. Three situa- 
tions stand out: (1) In northern Europe (Denmark, Finland, Netherlands, Norway, and Sweden), 
most cases occur among male homosexuals; (2) In certain countries in southern Europe (italy, 
Spain), the majority of cases occur among persons with no identifiable risk factor, but IV drug 
abusers seem to be considerably more affected than in the other countries; and (3) In Belgium, 
most of the cases occur among patients from central Africa. 

Risk group distributions may be modified if the epidemic spreads into countries that have 
reported relatively few cases. Analysis of European surveillance data will continue to monitor 
risk-group distribution. 

Editorial Note: As of June 30, 1985, 18 countries were participating in the surveillance of 
AIDS in Europe by reporting their respective data to the Centre. Since the previous report 
(March 31, 1985), Luxembourg has collaborated with the Centre. 

The Centre uses the CDC case definition. One source per country, recognized by the re- 
spective national health authorities, provides the information. The national data are noted on 
standard tables, and each source is responsible for the quality of the data provided. The 
Union of Soviet Socialist Republics and Yugoslavia have now officially set up national refer- 
ence centers for AIDS and will be participating in the work of the WHO European Centre for 
the next report. 


FIGURE 4. incidence rates of acquired immunodeficiency syndrome, by 6-month period 
of diagnosis — 14 European countries, * through June 30, 1985 
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Errata: Vol. 34, No. 36 


In the article, “Polychlorinated Bipheny! Transformer Incident—New Mexico,” the 
last sentence of the fourth paragraph should read: The highest levels of chlorinated 
benzenes were found on the second floor, where air levels of 168 mg/m® and 3.9 
mg/m* were recorded for 1,2,4-trichlorobenzene and 1,2,3,4-tetrachlorobenzene, 
respectively. 


Vol. 34, No. 30 


In the article, “Acute Poisoning Following Exposure to an Agricultural Insecticide — 
California,” the second sentence of the Editorial Note on page 465 should read: The 
antidotes are atropine, which blocks the effects of acetylcholine, and Protopam Chlo- 
ride® (pralidoxime chloride), which “reactivates” acetyicholinesterase (3). 


Notice to Readers 





Final 1984 Reports of Notifiable Diseases 


The following table summarizes final data from 1984, which will be published in more 
detail in the MMWR Annual Summary 1 984. 
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NOTIFIABLE DISEASES — Reported cases, by geographic division and area, United 
States, 1984 
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NOTIFIABLE DISEASES—Reported cases, by geographic division and area, United 


States, 1984 (continued) 
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NOTIFIABLE DISEASES—Reported cases, by geographic division and area, United 
States, 1984 (continued) 
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NOTIFIABLE DISEASES—Reported cases, by geographic division and area, United 
States, 1984 (continued) 
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NOTIFIABLE DISEASES—Reported cases, by geographic division and area, United 
States, 1984 (continued) 
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NOTIFIABLE DISEASES—Reported cases, by geographic division and area, United 
States, 1984 (continued) 
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FIGURE |. Reported measies cases — United States, weeks 34-37, 1985 








GED CASES REPORTED © 1 NO CASES 











The Morbidity and Mortality Weekly Report is prepared by the Centers for Disease Control. 
Atlanta, Georgia, and availabie on a paid subscription basis from the Superintendent of 
Documents, U.S. Government Printing Office. Washington, D.C. 20402. (202) 783-3238. 

The data in this report are provisional, based on weekly reports to CDC by state health 
departments. The reporting week concludes at close of business on Friday: compiled data on a na- 
tional basis are officially released to the public on the succeeding Friday. 

The editor wel a ts of interesting cases. outbreaks, environmental hazards, or 
other public health problems of current interest to health officials. Such reports and any other mat- 
ters pertaining to editorial or other textual considerations should be addressed to: ATTN: Editor, 
Morbidity and Mortality Weekly Report. Centers for Disease Control, Atlanta. Georgia 30333. 








Director, Centers for Disease Control Editor Pro Tem 

James O. Mason, M.D., Or.P.H Janet B. Arrowsmith, M.D. 
Director, Epidemiology Program Office Assistant Editor 

Cari W. Tyler, Jr... M.D Karen L. Foster, M.A. 











®U S. Government Printing Office: 1985-746-149/21018 Region IV 





DEPARTMENT OF 

HEALTH & HUMAN SERVICES 
Public Health Service 

Centers for Disease Control 
Atlanta GA 30333 





Official Business 
Penalty for Private Use $300 


Postage and Fees Paid 
U.S. Dept. of HHS 
Ss 306 


HHS Publication No. (CDC) 85-8017 Redistribution using indicia is illegal. 


























